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since the 1960s, federal and state programs have sought to increase the number of children covered by health insurance, with growing success.1 as a result, the share 
of children with some type of health insurance has increased 
steadily, even amid the recent recession. all individuals, and 
especially children, benefit from having health insurance.2 
indeed, children without health insurance are less likely to 
be immunized and are 70 percent less likely than insured 
children to receive care for common childhood conditions 
and emergencies.3 
although insurance coverage is critical for healthy out-
comes among children, it is important to also look at these 
trends by type of coverage. For example, while private insur-
ance still covers the majority of children, public insurance is 
on the rise, covering children who otherwise may not have 
access to health insurance.4 By examining rates of public and 
private insurance coverage separately, we demonstrate the 
importance of both types of insurance programs. 
This brief uses data from the 2008, 2009, and 2010 ameri-
can Community survey to document rates of children’s 
health insurance, both private and public. We track the 
marked increase in public coverage and the decline in private 
insurance by region and place type (rural, suburban, and 
central city). We also provide a brief synopsis of children’s 
transition from private to public insurance coverage during 
the previous three years.
Overall rates of Coverage Continued 
to rise in 2010
Between 2009 and 2010, rates of health insurance coverage 
among children increased in all place types by about one-half 
a percentage point (see table 1). This increase continues the 
trend of rising coverage since 2008, with a national aggregate 
increase of 1.9 percentage points across the three years (2008 
to 2010). The largest regional increase in coverage occurred 
in the south, where rates rose by more than a full percent-
 
 Key Findings
•	 Nationally, private health insurance for children 
decreased by just under 2 percentage points, 
while public health insurance increased by nearly 
3 percentage points.
•	 Rural places and central cities witnessed 
significant declines in rates of private health 
insurance for children in nearly every region. Rates 
of public insurance coverage rose in every region 
and place type. 
•	 Between 2009 and 2010, thirty-nine states plus 
Puerto Rico saw declines in rates of private health 
insurance coverage for children. In thirty-five of 
those states and Puerto Rico, rates of children’s 
public insurance increased during the same period.
•	 Children’s health insurance coverage overall 
continued to rise in 2010, increasing by 0.6 of a 
percentage point since 2009, and 1.9 percentage 
points since 2008. 
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age point since 2009 and 2.7 percentage points since 2008. in 
contrast, rates in the northeast (the region with the highest 
rates of coverage since 2008) remained flat between 2009 
and 2010. Children’s health insurance coverage increased in 
nine states between 2009 and 2010, rising by more than two 
percentage points in one state (Florida). Following national 
trends, the percentage of insured children did not signifi-
cantly decline in any state.
From 2009 to 2010, the type of coverage changed significantly, 
with a 1.9 percentage point decline in the share of children 
covered by private insurance and a 3.0 percentage point increase 
in public insurance. During that year, thirty-nine states and 
Puerto rico saw declines in the percentage of children covered 
by private health insurance. two states, Hawaii and Vermont, 
saw declines greater than 5 percentage points. Meanwhile, 
Table 1. Percentage Point Change in Health Insurance Coverage for Persons Under Age 18 
N/A= Not applicable.
1. The bold and shaded font indicates statistical significance (p<0.05).
2. Levels of urbanization are defined as follows: Rural consists of American Community Survey geographic components “not in metropolitan or micropolitan statistical area” 
and “in micropolitan statistical area”; suburban includes “in metropolitan statistical area—not in principal city” and central city includes “in metropolitan statistical area—
in principal city.”
Source: American Community Survey, 2008, 2009, and 2010.
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thirty-five of those states and Puerto rico saw increases in 
public coverage.5 Thus, the decreases in rates of private coverage 
are nearly proportionate to the increases in public insurance in 
most states. This suggests that states’ public insurance programs 
were able to provide coverage for children who lost their private 
insurance in 2010 and who would otherwise be uninsured.6 
During this one-year period, the most dramatic shifts from 
private to public were in central cities. rates of private insurance 
coverage shrunk by more than 5 percentage points in the central 
cities of ten states and in Puerto rico. twelve states and Puerto 
rico saw increases in public insurance of this magnitude.
The pattern described above for 2009-2010 echoes the shift 
from private to public plans in the previous year. Between 2008 
and 2010 (not shown), private insurance decreased by 4.5 per-
centage points and public insurance increased by 7.9 percentage 
points.7 During this period, forty-six states, plus Puerto rico 
and Washington, DC, saw declines in private health insurance 
coverage rates for children, and forty-two states, plus Puerto 
rico and Washington, DC, experienced increases in public 
coverage.8 again, the most drastic increases in public insurance 
were found in central cities. twenty-one states plus Washing-
ton, DC, registered increases of 10 percentage points or more in 
metropolitan centers; of these places, just three saw declines in 
private insurance of the same magnitude (see table 2). 
is Public insurance Displacing  
Private insurance? 
at first glance, the trend of declining private insurance cover-
age for children and growing rates of public insurance might 
suggest that public coverage is “crowding out”9 private health 
insurance at an alarming rate. “Crowd out” occurs when the in-
centives are such that families opt out of costly private coverage 
options (usually provided by their employers) in favor of less 
expensive public coverage. 
Crowd-out indicates that consumers have a choice between 
private and public coverage. However, economic evidence 
suggests that the children who lost private coverage would 
have had no insurance if they were not eligible for public cov-
erage.10 Child poverty rates rose nearly two percentage points 
in 2010, suggesting that children may be increasingly (and 
now perhaps only) eligible for public insurance.11 The unem-
ployment rate also remains high, at 8.6 percent in november 
2011, which suggests that many families may no longer have 
private employer-based insurance.12 it is also likely that many 
parents are no longer working the same types of jobs since the 
recession, and may now be working part-time or in a different 
sector. This change in the labor market may leave dependent 
children ineligible for private coverage. Finally, employers 
continue to look for ways to reduce costs, including offering 
fewer benefits to employees. Therefore, families may be enroll-
ing their children in public insurance because enrollment in a 
private plan is no longer an option.13
Policy implications
The Joint select Committee on Deficit reduction failed to 
reach an agreement by november 23, 2011 on a plan for re-
ducing the federal deficit. as required by the Budget Control 
act of 2011, automatic across-the-board spending cuts will 
go into effect in January 2013, under a process called seques-
tration. under the current sequestration law, state children’s 
health insurance programs (sCHiP) and Medicaid would be 
protected from these automatic cuts.14 However, the existing 
sequestration plan requires that half of the budget cuts come 
from the military, a mandate that is unpopular with many 
members of Congress. indeed, it appears there may be an 
effort to modify the sequestration law in order to reduce re-
quired cuts to the military, possibly before the close of 2011. 
if enacted, a reformulated law could substitute deep budget 
cuts to social programs including sCHiP and Medicaid pro-
grams in order to reduce the cuts to the military. 
in addition to the uncertainty of funding for children’s health 
insurance programs at the federal level, states will continue to 
wield significant influence and control over these programs. 
amidst widespread budget deficits, at least twenty states have 
already made deep cuts in health care services, including freez-
ing enrollment, limiting services, and constraining eligibility 
requirements (thus dropping enrollees).15 in addition, the most 
significant effects of the Patient Protection and affordable Care 
act (PPaCa) have yet to be enacted, as the legislation does 
not take full effect until 2014. even after the PPaCa has been 
fully implemented, policy experts are uncertain how it will 
affect rates of private and public health insurance. However, the 
uncertainty and delay of health care reform and the lingering 
effects of the recession indicate that the shift from private to 
public coverage is not likely to cease in the immediate future.
While there are still children who would benefit from insur-
ance coverage in the united states, public policy has been 
largely successful in providing coverage to children who would 
otherwise be uninsured.16 Children who have health insurance 
have more favorable health outcomes than those who do not, 
with long-term benefits that carry into adulthood.17 as the ex-
pense of care continues to rise, legislators, insurers, and health 
care professionals should consider alternative measures for 
reducing health care costs, such as renegotiating reimbursement 
rates for providers and reducing the cost of pharmaceuticals, 
thereby slowing the rise of private health care premiums. such 
measures may also slow the increasing rates of enrollment in 
public insurance.
The increase in the overall number of children enrolled in 
some type of health insurance coverage is a positive step in 
ensuring the health of the next generation of young adults 
in the united states. Children benefit when local and federal 
legislators support public insurance programs that cover 
preventive and emergent care for those who would otherwise 
have no means to pay for such services.
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Table 2. Percentage Point Change in Private and Public Health Insurance Coverage, for Persons Under Age 18 
N/A= Not applicable.
1. The bold and shaded font indicates statistical significance (p<0.05).
2. Levels of urbanization are defined as follows: Rural consists of American Community Survey geographic components “not in metropolitan or micropolitan statistical area” and “in 
micropolitan statistical area”; suburban includes “in metropolitan statistical area—not in principal city” and central city includes “in metropolitan statistical area—in principal city.”
Source: American Community Survey, 2009 and 2010.
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Data
The analysis is based on u.s. Census Bureau estimates from 
the 2008, 2009, and 2010 american Community survey. 
tables were produced by aggregating information from 
detailed tables available on american Factfinder.18 These 
estimates are meant to offer perspective on children’s health 
insurance, but because they are based on survey data, cau-
tion must be used in comparing across years or places, as the 
margin of error may indicate that seemingly disparate num-
bers fall within sampling error. all differences highlighted in 
this brief are statistically significant at the 95 percent level. 
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Building knowledge for families and communities
The Carsey institute conducts policy research on vulnerable  
children, youth, and families and on sustainable community  
development. We give policy makers and practitioners timely,  
independent resources to effect change in their communities. 
This work was supported by the annie e. Casey Foundation, the
W. K. Kellogg Foundation, and an anonymous donor.
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